We thank Sükösd et al. for their critical judgement and discussion of our recent article [1] . However, several aspects they bring up evoke further discussion and require clarification. Sükösd et al. mainly criticize our use of a pTsum category (= sum of tumour stage of cystectomy and previous TUR-B specimen) since they are concerned that this might bias the pTstage. We respectfully disagree with this point of view, as in our article, the two distinct major aspects should not be mixed. The first concerns the definition of prognostically significant parameters (using pTsum). The second addresses a comparison of embedding protocols to be used to derive these parameters (in which only pTmax. of the cystectomy specimen is used).
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Regarding the definition of prognostically significant parameters, we consider the tumour as a single biological event, even if part of the tumour was resected by TUR-B prior to cystectomy. In our clinic, non-muscle invasive bladder cancer patients (NMIBC <pT2) are subjected to a second TUR-B up to 6 weeks after the first one when the tumour is high grade, pT1, large or incompletely resected (European Association of Urology (EAU) guidelines for NMIBC; [2] ). Taking latency into account, we consider TUR-B specimens up to 3 months prior to cystectomy with the cystectomy specimen as one single tumour event. In our perception, prognostic parameters are provided by this tumour event and should not be limited to tumour residues in the cystectomy specimen only. The bias of missing information in our study is as low as possible, since we reviewed all available TUR-B specimens, also from external pathology centres. Statistical calculation of (T stage) numbers only does not reflect the biology of the tumour. This justifies the use of pTsum for our Kaplan-Meier calculations to define significant parameters.
Correct indications for cystectomy are stage ≥pT1, high grade, recurrent or concurrent CIS, aggressive subtype (e.g. micropapillary variant), massive tumour load or multiple tumours and failure of conservative treatment (EAU guidelines for NMIBC; [2] ). Following the EAU guidelines, a cystectomy cohort results mainly in higher pT stages and this might explain why the proportion of pT2 and pT3 tumours in our cohort were higher compared to those presented by Sükösd et al.. In addition, as stated in the "Materials and methods" section, we completely embedded the prostate (EAU guidelines for prostate cancer; [3] ) in order to assure the detection of any pT4 stage. Conceivably, the higher proportion of pT4 stages in Sükösd et al. might be due to regional differences, differences in cohort inclusion criteria and different therapeutic approaches/surgery indications.
Concerning the comparison of embedding protocols, we have to resolve a misunderstanding. The comparison is based on the pTmax. of cystectomy specimens only. This is explained in Table 5 and Online resource 2. Indeed, the use of pTsum would not be justified here.
Finally, while we agree with Sükösd et al. that whole specimen embedding is more precise, our study shows that whole specimen embedding is not superior regarding pT and V, the most relevant parameters for prognosis in bladder cancer. Our paper presents the results of a single-centre cohort only, which has its limitations. However, based on our data, we do not require whole-organ embedding of cystectomy specimens for diagnostic and prognostic reasons.
